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CHAPTER I

Introduction

An issue which often arises in today's health care arena of
escalating costs and diminishing resources is the allocation and
distribution of medical care to the various groups of beneficiaries

eligible for that care. In a recent issue of Officer's Call devoted

entirely to the topic of Army medical care, Lieutenant General Quinn

H. Becker addressed the Army's leaders:

The time has come to set the record straight. As the Surgeon
General, I am dedicated to telling the Army that its health
is excellent and is practiced by thousands of highly
competent, proud professionals who are committed to serving
our soldiers and their families. I am pleased to have
this opportunity to report to you on the state of the Army
Medical Department . . . We are a very large and diverse
organization. We are charged with accomplishing all the
various missions necessary to ensure the health of the
soldier ~ in peace and in war. That's a big task, and
it's made even more challenging because we provide care
to military family members and retirees as well.l

A specific element of this 'large and diverse' organization, the
Fort Knox Medical Department Activity (MEDDAC), had its mission
delineated by higher authority. That mission, as stated, is to "provide
health services to active and retired military personnel, their

.II2

dependents, and other personnel, as authorized . The allocation

and distribution decisions have been specified by the Department of




the Army. The eligible beneficiaries for military medical care are
easily identified. However, the emphasis has become somewhat muddled
in the provision of that care to the various groups, particulary to

the retirees and their dependents.

Conditions Which Prompted the Study

The foremost consideration in proceeding with the course of this
study was the perception by the MEDDAC's leadership that retired
military personnel were dissatisfied with their ability to access
the outpatient services at Ireland Army Community Hospital (IACH).
It was perceived that the retiree population, which had been discouraged
from using the facilities during the physician shortage of the late
1970's, still believed they were unwelcome at the hospital.

This perception of dissatisfaction was identified as an area of
concern for the retired community and the hospital's public image
relations program. The chain of command felt that since the hospital
staffing had improved over the course of the years, it was necessary
to implement a marketing program which would attempt to recapture
a portion of the retiree market segment that hgd been diverted to

the civilian medical community.

Historical Background of Decreased Staffing

Beginning in 1976, a severe and prolonged Army-wide shortage

occurred in the number of Medical Corps officers available for active




duty. This shortage led to the reduction of various hospital services
and necessitated the total curtailment of outpatient services for
retirees and their dependents at IACH. These curtailments were
necessary in order to continue good quality medical care, with the
remaining limited resources, to the active duty soldiers and their
family members. Prior to implementing the impending changes, the
hospital used all appropriate communications channels to inform the
affected population of the reduction in services.

In conjunction with the physician shortage, the MEDDAC experienced
a reduction in force (RIF) of civilian employees. This RIF was directly
attributable to a reduction in authorizations imposed by their higher
headquarters, Health Services Command (HSC). The hospital had planned
to utilize civilian coﬁtract physicians to augment the lack of military
doctors; however, unanticipated recruiting difficulties were
experienced. Problems in hiring civilian nurses, pharmacists, orderlies
and physicians contributed to the overall shortages. To date, it
has been relatively complicated for the Fort Knox MEDDAC to hire various
civilian health care providers. This recruiting problem was derived
partly from the numerous employment opportunities and competitive
salaries available in the nearby Louisville medical community.

During the last decade, the required, authorized and assigned

physician strengths at IACH had decreased from:

Required Authorized Assigned (Avg)
1976 91 72 66
1985 65 52 57




exhibiting a twenty-eight percent decline. The 1lowest census of
thirty-nine authorized physician slots occurred in 1980, with an
assigned strength attained of fifty-five doctors that year. The
assigned physician strengths (APPENDIX A) fluctuated upward and downward
depending on HSC's physician allocations, bottoming out with fifty
assigned doctors on staff in 1984. This depletion of health care
providers was accompanied by a normal census increase of the eligible
retiree population.

Since 1976, an increase in census of 17,304 to 24,739 retiree
beneficiaries occurred in the Fort Knox Catchment Area (APPENDIX B).
This increase translated to 7435 individuals, or a forty-three percent
retiree population rise within the same ten year period. The
forty-three percent retiree population increase coincided with only
an eight percent increase in the aggregate workload for retiree
outpatient visits (APPENDIX C). In 1light of the minimal workload
experienced, the retiree population was identified as a potential
target market.

In the course of deciding to recapture the retiree market, a
significant event occurred which precipitated the need to increase
all categories of productivity. [IACH was selected as a test site
for HSC's Demonstration Project, which, when implemented, would have
meant increasing hospital staffing to the fully required level. This
made the recapture of the retiree population even more critical 3

the organizationk overall efficiency and effectiveness.




Demonstration Project

In July 1985, Health Services Command developed a proposal for
a Demonstration Project which would have a significant impact on the
delivery of health care at Fort Knox. The project proposed that the
staffing at two HSC medical treatment facilities (MTFs), [US Army
MEDDACs at Fort Campbell and Fort Knox], be increased to the fully
required level. The objective of the project was the subsequent
measurement of the effects of this staffing level on workload, patient
and provider satisfaction, and overall quality of care. The
Demonstration Project was planned to be implemented over a two year
period, starting in FY §6 with the collection of baseline data. In
the subsequent year, IACH would be fully staffed and the baseline
data elements would be remeasured.

The ultimate goal of the project was "to demonstrate for the Army
leadership the effects of full staffing on MTF performance and patient
satisfaction. By comparing these results with the marginal costs
incurred, decision makers can make informed decisions regarding optimal
levels of staffing." 3 An additional anticipated benefit would be
the validation of in-house costs for use in comparison with contracting
alternatives.

The Demonstration Project was to be evaluated in four major areas;
workload recapture, patient and provider satisfaction and quality

of care. The quality of care del”“vered would be evaluated using the




Avtomated Quality of Care Evaluation Support System (AQCESS), the
number of malpractice claims filed against the facility, and the number
of Inspector General Action Requests.

Fort Knox MEDDAC was to have an increase of 281 personnel, including
13 medical corps, 9 medical service corps, 17 nurse corps, 3 warrant
officers, 84 enlisted and 154 civilian personnel. The majority of
the personnel were to be assigned in direct patient care areas. A
complete delineation of the allocated manpower is provided in APPENDIX
D,

Due to this anticipated increase in staffing occurring over the
FY 86 and FY 87 timeframe and full staffing due on board by October
1986, the subsequent need was recognized to increase workload. This
recaptured workload was to be derived from a decrease in Civilian
Health and Medical Program of the Uniformed Services (CHAMPUS)
utilization, supplemental care costs, and Direct Health Care Provider
Program costs.

CHAMPUS costs for the Fort Knox catchment area had escalated since
1982 from $664,580 to $946,047 in 1985, for approximately the same
number of patients utilizing the outpatient civilian services covered
under CHAMPUS. Retiree usage of CHAMPUS had remained constant over
the four year period as had active duty dependent's usage. Yet, CHAMPUS

expenditures had increased over forty-two percent (APPENDIX E).




The results of a Department of Defense Survey conducted in 1984
concluded that hospitals must improve outpatient services to
dissatisfied patients before they could begin to fill unused hospital
beds and cut the costs of CHAMPUS, the civilian health care alternative
for service beneficiaries. The survey results also showed that once
beneficiaries deserted medical clinics for c¢ivilian care paid for
by CHAMPUS they very seldom returned to military facilities for
inpatient hospita]ization.4

Beginning in 1980, the Defense Cepartment had tried a number of
programs to cut the cost of its medical system, especially CHAMPUS,
which had climbed in cost from $700 million to a $1.5 billion system
over the last five years. In the last few years, military hospitals
reported fewer patients despite efforts to recapture them from CHAMPUS.
"If the Department of Defense wishes to increase the inpatient
utilization of its hopitals by recapturing CHAMPUS workload, it must
focus primarily on recapturing retirees and survivors in the outpatient
setting. Since beneficiaries rarely switch providers, failure to
provide care to them in the outpatient setting will severely minimize
any recapture in the inpatient sett'ing."5

For the various reasons stated above, i.e., public relations,
increased staffing necessitating increased workload, and an attempt

to decrease CHAMPUS costs, the need was recognized for recapturing

the retiree population in IACH's catchment area.




Statement of the Research Problem

This research problem proposes to establish baseline information
on retiree beneficiary demographics and their perceptions of access
and quality of health care for the outpatient services delivered at

Ireland Army Community Hospnital.

Objectives

The objectives of this research study were as follows:
1. Review literature for marketing research techniques.
2. Determine the retiree population serviced by IACH.
3. Develop a phase I survey instrument, to include the necessary
pre-survey, to measure the outpatient services currently being utilized
by the retiree population. The utilization rates will include both
military and civilian medical facilities.
4. Determine the appropriate sample size necessary to conduct the
phase I survey.
5. Conduct the phase I survey.
6. Analyze the data accumulated by the phase I survey.
7. Determine the outpatient services available to the retirees at
IACH.
8. Determine the «civilian outpatient services being utilized by

retirees through responses obtained on the phase I survey.




9. Determine which IACH outpatient departments could sustain additional
workload which would be generated by recapturing the retiree segment.
10. Develop a phase II survey instrument to measure the perceptions
of access and care delivered to the retiree population at IACH for
those outpatient departments identified in #9 above.

11. Conduct the phase II survey and analyze the data.

Criteria

The various criteria applicable to this research were:
1. The survey instrument would be considered adequate when
appropriately pretested, as outlined in accepted research methodology
texts.
2. Adequate sample size would be determined using a 95% confidence
coefficient.
3. Conduct of the survey would comply with criteria outlined in

research methodology texts.

Assumptions

No assumptions pertained to this research project.

Limitations

This research was constrained by the following factors:




1. This study involved only the scope of outpatient services at IACH
and retirees living in the Fort Knox catchment area. The Fort Knox
catchment area includes the states of Ohio, West Virginia, southern
Indiana, and central and eastern Kentucky.

2. Time constraints prohibited a Tongitudinal study which would require
a time survey for both phase I and phase II of the survey.

3. Conducting a two-phase survey, where the follow-up survey must
be returned to the original respondents, may reduce the response rate.
4. Demonstrating an interest in the retiree health care concerns
may contaminate the subjective responses received.

5. The accuracy of the retiree data base may affect the response

rate.

Review of the Literature

Prior to undertaking any market research, a health care organization
should collect and analyze all relevant information available within
the organization. The data on the retiree population growth rate
and utilization rate of outpatient services had indicated that this
group was a potential target market for IACH. The retirees had been
forced to seek alternate means of health care during the period of
decreased staffing at the Fort Knox MEDDAC. In order to be able to
market effectively to this group, it was determined that the unmet

needs of the retirees must be documented and analyzed. In addressing

10




the issues of the research problem, it was necessary to explore the
elements of health care marketing management: why market; what is

marketing; and how to market.

Why Market?

In an increasingly competitive health care environment, it is
not sufficient for hospital administrators to simply sit back and
wait for their organizations' programs to be utilized and their
hospitals' beds to be filled. Instead, the proponents of health care
marketing contend that it is the responsibility of all administrators
to aggressively pursue consumers' attitudes, perceptions, and desires
in the realm of health care. Without this knowledge, the
administrator's maintenance of existing services or the creation of
effective new ones becomes more difficult. A well organized marketing
program can offer a fresh approach to the many challenges that hospitals
and health care facilities are facing.6

Marketing strategies are 1likely to be an important component of
the health care manager's skills for some time to come and may be
necessary for survival in the rapidly changing health care delivery
arena. The key to the present and future success of any service
organization, and hospitals in particular, depends partly on the various
marketing opportunities available and its ability to continuously

and accurately assess the needs of the various groups of people it
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opts to serve. The health care institutions most likely to survive
in the future are those capable of recognizing that the needs,
interests, and expectations of the people in their trade area are
central to their success.7

The body of literature on the application of marketing concepts
and techniques in the health care delivery system has experienced
considerable growth within the 1last several years. The concept of
marketing has expanded rapidly throughout the health care industry
and has now emerged as a necessary and desirable component of health
services management. Various current trends affecting the proliferation
of health care marketing are: (a) growing consumer awareness of health
care alternatives; (b) increasing pressures on providers to account
for community needs; and (c) decreasing resources for institutional
expansion which require more effective accountability and utilization

of existing faci1it1es.8

People's Attitudes

Perhaps the most difficult aspect of the marketing of services
by health care institutions relates to consumer attitudes towards
health care. Politically, over the last few decades, the belief that
health care is everyone's right became popular. This social norm
and attitude is now firmly ingrained in much of society.g Today's

health care consumers demand that care be of high and consistent quality
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yet be provided to them at a Tow cost. In the area of health, people
have come to expect nothing short of perfect health. Even small
deviations from perfection are often viewed as catastrophic prpb]ems.lo
Several authors have suggested that the publics' attitude toward the
health care industry has changed, in that they feel negatively towards
the current health care system. The belief exists that the increased
malpractice activities against hospitals are directly related to the
decline in the hospitals' image.11 ‘

In fact, the public may expect more than is realistically achievable
by the industry. [If health care planners can pinpoint areas -where
consumer expectations are unrealistic, they may be able to influence
changes in the expectations without altering actual health care provider
performance. On the other hand, knowledge of consumer's perceptions
could suggest necessary modifications in services and products offered,
and lead to more rewarding encounters between consumers and health
care providers. Either of these realizations could provide an avenue
for increasing consumer satisfaction, thus enhancing the health care
provider's ability to compete.12

Consumers are people who have wants and needs and the buying power
to satisfy those needs. Today's health services consumers are
knowledgeable about disease processes, the strategies needed for coping

with them and have the necessary resources to obtain good health care.

Managers of health related services who are confronted by these more
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sophisticated consumer types must make provisions for consumer-oriented
studies. Specifically, marketing research must be conducted to probe
consumer's needs, wants, perceptions, and satisfactions relative to
the purpose of health services.13

Regardless of whether consumer perceptions of a particular hospital
are accurate or inaccurate, these perceptions are reality for consumers
and influence their health care decisions. If a hospital offers quality
care, but consumers in target markets perceive ctherwise, the hospital
clearly has a marketing problem. Similarly, if a hospital has a high
level of technology or charges less for services and consumers perceive
otherwise, the hospital is at a disadvantage from a marketling
standpoint. Hospitals should understand how their target markets
feel about various health care delivery issues.14

The community survey is a popular method of marketing research
for integrating consumer preferences into the planning and marketing
processes and demonstrating public accountability. Such a survey
can be used to determine the heaith needs of the community, consumer
expectations and preferences, perceived barriers to obtaining health
care, the current market position and areas for future growth and
expansion. The community survey mayva]so serve to increase community

awareness and the image of the health care provider.15
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Community Needs

Much of the current public criticism generating pressure on health
care providers to demonstrate responsiveness to community needs has
been the perceived lack of target market involvement allowed by the
health care industry. Like most complex institutions and bureaucracies,
health care organizations are often isolated from the publics they
serve. This isolation has contributed to a perspective of the medical
care system that has historically been introverted. The system has
been so busy keeping in step with medical and technological advances
that it lost step with the people in the community.16

Because the system's perspective was inward, the system developed
services to suit the physician and the hospital rather than the
community and the patient. The services were organized and provided
in terms of what physicians and hospitals decided the community and
patients should have, what the physicians and hospitals most wanted
to do, and what best suited the aspirations and desires of the system.17

Planning formats traditionally depended almost exclusively on health
care providers to decide, design and develop new products that were
offered. User input concerning potential new programs had not been
seriously sought. The presumption was that users as nonexperts had
little to say about an area as technical and sophisticated as today's

medical care. In fact, it has seemed almost irresponsible to even
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consider allowing anyone but the most technically competent persons
to decide on or design a new service.18

Today the community must Tlearn to coordinate its demands upon
the hospital and health care system. "The hospitals' public is a
many splintered thing and represents a variety of divergent and
competitive interests and goals.“19 As the health care industry exits
the seller's market to enter the more competitive buyer's market,
hospitals must learn to develop a more conducive atmosphere to hear
and absorb the community's demands. While the provision of primary
health care in which success, both through clinical remedy and patient
satisfaction, is dependent upon reaching the 'heart' of people's basic
ills, the personal touch is what most effectively establishes consumer
trust and satisfaction.

Decreasing Resources

Growing financial pressures on hospitals, ranging from cutbacks
in third-party reimbursement and competition to an acute shortage
of capital, signal the potential of rationing of health care in this
country. Recent health care provider interest in the techniques of
marketing and its application to health care services is no surprise.
The federal government's goal of reducing health care costs to its
tax-funded programs is emphasized by estimates that the United States

has some 130,000 excess hospital beds, costing 2 billion dollars a
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year.20 The government's push to slow or stop construction of

additional beds and, in some instances, to close excessive ones has
prompted competitive use of those beds to avoid the possible threat
of losing them.

America is now facing an era in which medical economic resources
will be Timited and the country will have to 1live with more constraints
than has ever been the case. Medical costs are rising, both absolutely
and as a percentage of the gross national product, at a rate consumers
find alarming and unacceptable. The rise is spurred in large part
by inflation, the development of new and expensive technologies,
increasing wages and fees, and heightened expectations concerning
the benefits of medical care. These causes are cumulative in their
effects, although their interactions are not fully understood.21

Regardless of the causes and factors dinvolved, most Americans
believe that this country can and should provide adequate health care
for all at an affordable cost. This belief will drive the development
of health care delivery and payment methods that will 'ration' both
by dintention and default. These methods will be neither totally
voluntary or involuntary, and will dinvolve virtually all participants
in a dynamic system requiring a broadly shared sense of mission. In
the future, responsibility for the biocethical judgements that relate
patient expectations to available resources must be shared, so that

decisions reached in this area reflect consensus among patients,
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providers and the government.22 Marketing provides a mechanism for
those in positions of authority to document and gather the information

needed to establish that consensus of opinion.

What is Marketing?

As Peter Drucker states, "The aim of marketing is to make selling
superfluous. The aim of marketing is to know and understand the
consumer so well that the product or service fits him and sells itself.“z3
Marketing 1is not magic. It is a necessary discipline for managing
effectively in the new health care environment.24

Health care marketing management as defined by Philip Cooper,
is the process of understanding the needs and wants of a target market.
Its purpose "is to provide a viewpoint from which to integrate the
organization, analysis, planning, implementation and control of the
health care delivery system.“z5 The rational planning of health
facilities to meet existing needs requires a knowledge of the demand
for health services, the availability of health personnel and
facilities, and current patterns of utilization. This is accomplished
through a method of systematic research so as to develop programs
and services that not only attain the hospital's objectives but
facilitate, through effective communication, an exchange relationship
with the target population. What must not be overlooked, however,
is the need for continuous evaluation and monitoring of progress in

order to achieve better resu]ts.26
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A general misunderstanding of health care marketing by many in
the health care field 1is not uncommon. Marketing is not public
relations, gimmickry, advertising nor academia. It is none of these
descriptions alone, but a varied combination of them all. Marketing
is a business function with business objectives, one of which is more
efficient operations.2’ Many administrators have been hesitant to
embrace marketing as a mangement tool because of these misconceptions.
The 1literature indicates that consumers and medical professionals
alike fear that overt marketing activity will compromise the ethical
standards of the profession and dilute the humanitarian concerns that
remain a vital part of the health care delivery system. While medical
care cannot and should not be marketed to consumers in the same way
as common household products, there are many ideas and principles
that are used in marketing consumer products that can be applied to
primary health care programs.Z28

In his text, Health Care Marketing, Philip Cooper warns that the

danger inherent in health care marketing stems from the attempt to
directly transfer business techniques of marketing to health care
without appreciating the differences between the business and health
care sectors. The marketing factors utilized in the consumer business
market, the 4-Ps, consist of: price, place, promotion, and product.
Cooper introduces the concept of CAPS to distinguish the health care

marketing point of view:
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Cost or consideration. This goes beyond price to
include something of value given up in exchange for
health care services. Time and opportunity are only
two examples.
Access or availability. This goes beyond place as
used by the goods marketer, to encompass the health
care consumer's real concern. In general, the health
care industry has done a better job in this respect
than traditional consumer product firms.
Promotion. This means advertising and personal selling,
but also emphasizes public vrelations and health
education, and introduces atmospherics and incentives.
Service development. This simply points out the shift
from the ‘'products' of the goods marketer to the
‘services' of the health care marketer.29
Marketing is often mistakenly perceived as being synonymous with
advertising and selling. This situation probably exists because these
promotional activities are the most visible elements of consumer
marketing. A strong argument, however, can be made that advertising
is, and always will be, the least important marketing activity for
health care organizations.30 Analyzing patient needs and requirements
and satisfying those medical needs is the cost of the marketing exchange
activity. Advertising is 1limited in that it can only serve in an
informational and communicative role. Advertising cannot create needs
where they do not exist. An advertising campaign is only one component
of an effective overall strategy in the marketing function. 31
Unfortunately, marketing and advertising both seem to experience
an image problem and receive negative reactions when they are

generalized to marketplace situations where the 'public interest' or
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'professionalism’ is involved. Advertising is communication, and where
new channels for information and persuasion are opened, the possibility
exists for deception and misinformation. Critics 1in the medical
profession are justifiably concerned that the misuse of advertising
will result 1in incorrect and possibly even harmful consumer choices.
In health care, this could lead to a patient choosing the physician
with the best advertising agency instead of the one who possesses the
skill to diagnose a condition and treat the patient proper]y.32

However, marketing used appropriately has become a vital and necessary
function for management in the health care industry. If it does nothing
else, and it can do much more, marketing provides a channel whereby
hospital administrators can get to know their internal and external
markets; be they publics, physicians, or individual patients}3 In many
ways, marketing programs can only benefit the consumer. An individual
campaign is very likely to be the result of market research that analyzes
the patient population and its needs. Based on that data, the
institution realigns its services to meet the needs of the community.
Only then can it really take its message to the public: This is who
we are and what we offer. A more informed consumer is going to be
a better health care buyer, and that is certainly what the entire health

care system needs.34

How to Market

Most authors agree that in order to market effectively, the hospital

must identify the influential forces or publics of the hospital. This
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must always begin with documented needs on the part of the patient
or consumer rather than an assumption of need on the part of the
provider. Because of the range of services a hospital offers, it is
inefficient to deal with people as if they were an undifferentiated
mass. An effective hospital marketing program begins by subdividing,
or segmenting the total trade area into groups of health care consumers,
called target markets, who are similar with respect to certain
demographic variables, health needs, interests, or utilization factors. 36

In order to make the right marketing decisions for a given target
market, it is imperative that the hospital marketer develop an effective
research program that will provide reliable information. The purpose
of research is to delineate the actual and potential consumers, their
needs and wants, in a given market segment. A second, and equally
important role for research 1is to continually assess the pay-off of
the hospital's marketing activities.3’

Prior to undertaking any market research, the health care
organization should <collect and analyze all vrelevant marketing
information already available within the organization. Marketing
information can be divided into internal data - about the hospital
itself and external data - about the hospital's competition, market
and general environment. Both types of data are important since a
well designed marketing program requires the successful integration
of internal capabilities and limitations with external opportunities

and ~-astraints.38 Clarke and Shyavitz contend that if an organization
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can answer its marketing related questions through analysis of the
internally available data, the organization should avoid the unnecessary
expense of original, objective, systematic, and usually professionally
performed market research.39

Market research, while of great value, does have its limitations.
Recognition of these limitations 1is essential to having realistic
expectations. First, one cannot learn all the answers to all the
important marketing questions through research. There are inaccessible
markets, sensitive subjects, and issues so complex that they are too
expensive for any hospital to pursue. Second, to be optimally useful
in decision making, experimental research findings need to be
statistically significant and like all research, market research findings
can be equivocal. A research project could yield no definite answer,
no real conclusion. Third, market research findings are time limited
if they incorporate consumer attitudes and perceptions. People's
feelings are dynamic, they constantly undergo change. The more market
research is based on this type of subjective input, the shorter will
be the utility of the research findigs. This does not suggest that
market research should not be attempted because of its time-limited
utility. Rather, market research should be performed each and every
time a major research question arises.40

Effective health care planning requires information as to how and

why consumer health care choices are made. To be responsive to consumer
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desires, health care managers need techniques to identify the perceived
benefits that guide choices made by health consumers -~ techniques that
can articulate directly with the planning process of the organization
and are relatively simple to implement. There are a number of approaches
to studying the consumer's decision process. Basic to all of these

is the survey.41 A

survey is a formalized method of collecting
information through direct contact with the units of interest, such
as individuals, groups and organizations. Surveys are formalized in
that they follow a 1logical pattern of design, data collection, and
analysis. Information is collected by means of standardized questions
so that every element surveyed responds to the same set of questions.42
Generally, in descriptive surveys, the aim is to study a population
which is large and heterogenous. Surveys offer an opportunity to
determine, through the application of sampling techniques, the state
of affairs for a very large number of people. It is relatively easy
with other methods or through casual observations to determine the
state of affairs for a small number or for a homogenous group, but
the need of government administrators or huge consumer businesses 1is
to have reliable knowledge on great masses of people. This fact alone
has encouraged the growth of survey research, for the sample survey

is uniquely geared to these requirements.43

Research Methodology

The methodology utilized to conduct this research included the
following:
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1. A study of the marketing strategies for outpatient services being
utilized in the health care industry was carried out by reviewing the
literature.

2. A 1list of retirees living in the Fort Knox catchment area was
obtained through the Post Retiree Services Office.

3. A survey tool was designed to assess the demographics and current
utilization rates of outpatient services, both military and civilian,
used by the identified retiree beneficiaries.

4. Phase I survey was administered through a mail-out questionnaire
in December 1985.

5. The following formula was utilized to determine the appropriate

sample size:

Nz2 p(1-P)
d2 (N-1) + 22 P (1-P) = n (n= 378)
where N = 24,000

Z= 1.96

P= 0.5

d = 0.05

6. Approximately 3000 surveys were mailed out for the phase I survey
to account for the varying response rate anticipated.

7. Phase I survey results were collected. The areas of highest civilian
use for outpatient services were determined.

8. Upon determination of which outpatient services IACH desired to
market, i.e., increase patient workload in, (see #9 below), phase II
surveys were distributed to those previously surveyed retirees who indi-

cated they used those services in the civilian sector.
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9. The Deputy Commander for Clinical Services, Deputy Commander for
Administration, Chief of Clinical Support Division, and the Chief Nurse
were interviewed reference the outpatient services which could best
sustain an increased workload from the retiree population.

10. A phase Il survey was developed to assess the retiree's perceived
concerns of access and quality of health care delivered at IACH, for
the outpatient service§ identified in #9 above.

11. A phase II survey was administered in May 1986, resurveying those
individuals utilizing the identified outpatient services in the civilian
community.

12. Data from the second survey was collated by accumulating percentages
for the various areas surveyed and presenting them to the administration

in a usable format.
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CHAPTER I1

Discussion - Conduct of the Phase I Survey

The initial question which needed to be addressed in the conduct
of this research was whether or not IACH was meeting the needs of the
retiree population. The first consideration was the ability to obtain
information and establish the retiree data base. If the target market
could not be identified, it would be difficult to accomplish any market
research. The Fort Knox Retiree Services office was contacted and
all retirees and survivors of retirees registered within the catchment
area could be accessed through the computerized data base. A 1listing
of all retiree households was obtained, which consisted of some 24,000
beneficiaries serviced by the Fort Knox MEDDAC.

The phase I questionnaire (APPENDIX F) was designed to survey the
retiree's utilization rates of both civilian and military outpatient
services. Internal hospital data could specify which IACH clinics
were used by the retirees and what percentage the retirees constituted
of total outpatient visits. However, the internal data could not
establish the ability of the target market to access the IACH system
nor indicate whether the health care needs of the retirees were
satisfied. By conducting the phase I survey and tabulating the results,
the retirees' utilization rates of civilian medical facilities could
be determined. These rates would offer <insight as to how often the

retired beneficiaries were using alternate outpatient services.
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The phase I survey also included demographic questions pertaining
to household size, retiree age group, driving distance from IACH, length
of time retired, and length of time living in the area. A demographic
profile is provided in APPENDIX G. The bottom of the questionnaire
provided space for the respondents to write-in comments pertaining
to health care at Ireland Army Community Hospital.

The phase I survey was prepared and distributed in early Janauary
1986, shortly after the Christmas holiday schedule. Although initially
a random numbers chart was intended to be used for distribution of
the survey, this format was altered. After a discussion with the
president of the Post Retiree Council, it was determined that more
useful information regarding hospital access and quality of care could
be obtained from surveying the retirees 1living closest to Fort Knox.
These individuals would most logically attempt to utilize the outpatient
services on post and their selection of medical care would be Tless
affected by the inconvenience factor of distance. While the decision
to subdivide the retiree data base introduced bias into the survey
process, this was weighed against the anticipated benefit of obtaining
useful input for the hospital.

Based on the target sample size of 400, and the unpredictable
response rate, 3000 surveys were addressed and mailed to the retiree
households residing within a thirty mile radius of Fort Knox, excluding

the Louisville metropolitan area. Within the identified zip code area
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(APPENDIX H) a Tisting of approximately 9,000 retiree households was
obtained. Every third name on the list was selected to achieve the
desired 3000 mail-out figure. Approximately one month was allocated

for the collection of responses from the initial survey.

Results of the Phase I Survey

For the calculation of population demographics and utilization
rates, a total of 1313 completed and usable questionnaires were returned.
This figure reflected a 44% response rate.

The demographic profile of the respondents 1listed in APPENDIX G
provides the characteristics of the sample. The average retiree
respondent was predominantly male, almost 57 years old, had been retired
over eight years, lived twenty minutes away from post, lived in the
local area for four years, and had approximately 1.3 eligible
beneficiaries residing in the household.

Of particular interest in the sample characteristic was the number
of eligible beneficiaries in the retiree household. There had been
some question concerning the family multiplier index used to calculate
eligible retiree and retiree dependent populations. Several years
ago, an index of 2.5 was established for use in calculating the total
population. When that index was subsequently decreased to 1.5 many
lTocal authorities believed the figure was set too low, and should be

raised. This particular sample of retirees had an average figure of

32




1.3 eligible beneficiaries, which certainly approximated the officially
established index.

Inspecting the average length of time retired against the average
time living in the Fort Knox area, the figures indicated that retirees
had moved at least once during the course of their retirement. No
evidence was available to explain what had possibly motivated the retiree
segment to move to a new location. The average travel time of twenty
minutes corresponded to normal transit times for the local area. This
also reflected the specific subdivision of retiree households chosen
for survey in this phase of the research.

The respondents were asked to indicate for themselves, their spouses
and other beneficiaries which clinics their household had used at both
IACH and civilian health facilities within the past year. Of the 28
clinics available for selection, both the civilian and military
utilization rates are provided at APPENDIX I.

The most frequently used clinics, (see table 1), for both the
military and civilian sector, were almost didentical and reflected

expected utilization rates for this type of population.

TABLE 1
MOST FREQUENTLY USED QUTPATIENT CLINICS

% of % of
CLINIC IACH use Civilian use
General Medicine 12.4 15.7
Laboratory 10.4 9.4
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Radiology 10.4 9.9
Optometry 9.1 9.3
Emergency Room 8.0 7.2
Internal Medicine 7.3 7.7

0f these highest civilian use clinics, General Medicine, Optometry,
Internal Medicine and Emergency Rodm users provided a market segment
which could be investigated for potential increase of outpatient workload
at the Fort Knox MEDDAC. Radiology and Lab users were omitted since
these clinics are not directly accessed by the patient without physicians
intervention.

The group utilizing both civilian and military medical care was
subdivided by their potential for resurvey based on usage of civilian
care 1in the identified high use market. A total of 418 households
were selected for resurvey in the second phase of this research. This
group of 418 families consisted of civilian-only use and IACH and
civilian users that had indicated their household had sought medical
care through General Medicine, Optometry, Internal Medicine, or Emergency
Room in the civilian sector. Four categories of respondents (table
2) were established for further comparison of the data obtained from

the phase I survey.

TABLE 2
CATEGORIES OF RESPONDENTS FOR PHASE I SURVEY

CATEGORY PERCENTAGE OF TOTAL (N=1313)
IACH only use 54.4% (n = 714)
*Civilian only use 5.9% (n = 78)
*IACH & Civilian use 25.9% én = 340)
IACH & Civilian use 13.8% n = 181)




Considering the total aggregate utilization figures obtained in
the phase I survey, it was necessary to reevaluate the initial premise
that the retiree population was not having their medical care needs
met at IACH. Of a total of 12,398 clinic occurrences, the military
system provided eighty-one'percent of the usage rate, while the civilian
health facilities provided nineteen percent of the usage rate.

The group using civilian-only facilities consisted of only 5.9%
of the surveyed population. These figures did not support the perception
that retired military personnel could not access outpatient services
at IACH. If the retirees believed they were unwelcome at the hospital,
this was not reflected by the utilization figures for military health
care.

The raw data for all four categories of respondents was analyzed
for the number of clinics used per household (APPENDIX J), to compare
against the means, [f], obtained for the aggregate data. The combined
respondents using military care had an aggregate mean of 8.12 clinics
used per household (standard deviation, s = 6.16). The combined
respondents using civilian care had an aggregate mean of 3.95 clinics
used per household (standard deviation, s = 3.59). This data indicated
that the surveyed retirees used twice as many clinics per household
in the military system as in the civilian market.

The standard deviations obtained for aggregate IACH and aggregate
civilian respondents showed a wide range of number of clinics used

per household. The range for aggregate IACH use included: 1.96 to
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14.28 clinics used per household, at one standard deviation below through
one standard deviation above the mean of 8.12. The range for aggregate
civilian use included: 0.36 to 7.54 clinics used per household, at
one standard deviation below through one standard deviation above the
mean of 3.95. This indicated a wide dispersion of usage of the
outpatient services available in either system.

The calculation of the significance between aggregate means of
IACH and civilian use yielded a Z-score of 18.65, (at the 99% confidence
interval). At this interval, the Z-score of 18.65 (alpha range -2.58,
2.58) 1is highly significant. This indicated an extremely significant
difference between the number of clinics used per household for IACH
and civilian outpatient users. This significance suggested that although
the retirees conveyed dissatisfaction with access to care at IACH,
they were willing to wait and have the majority of their care delivered
through the military system.

A comparison of the four various categories showed significant

variance for the civilian-only users and IACH & civilian (not resurveyed)

users. The civilian-only users' mean (X = 6.18) compared significantly
to the aggregate civilian means of 3.95 clinics used per household.
This indicated that the retirees electing to use only civilian facilities
utilized an average of 6 different clinics, which was almost twice

the group norm. The IACH & civilian (not resurveyed) users' mean (X

= 2.09) compared significantly to the aggregate civilian mean of 3.95

36




clinics used per household. This group of retirees used an average
of only 2 different clinics, which was almost half the group norm.

Additional analysis of the available utilizaticn data did not
substantiate any other trends or areas for further investigation from
the phase I survey. With the exception of a very small percentage
of civilian-only usage (5.9%), this sample group appeared to have
sufficient access to the military health care system.

A mechanism for further classification and examination of the
available data was necessary. Over half the respondents made use of
the additional comments space at the bottom of the questionnaire. Of
the 677 surveys submitting comments, 52.7% wrote positive or
complimentary remarks about the health care provided to them at Fort
Knox. The remaining 47.3% wrote comrents classified as negative, voicing
dissatisfaction of some sort with the military medical system at IACH.

A breakout of the categories of retirees providing comments is listed

in table 3.
TABLE 3
SUMMARY OF ADDITIONAL COMMENTS - PHASE I SURVEY

No Positive Negative
Category Comment Comment Comment
IACH only 344 229 141
*Civilian only 41 13 24
*IACH & civilian 167 60 113
IACH & civilian 84 55 42

* - indicates resurveyed in phase II survey
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Analyzing the negative comments provided by the respondents in
the phase I survey was felt to be worthwhile at this juncture, since
respondents had spent their time to express opinions about health care
obtained at the Fort Knox MEDDAC. An overwhelming percentage, 49.8%,
of the complaints (APPENDIX K) were generated due to the inability
of the system to provide appointments to the retirees on a responsive
basis.

Other significant complaints (APPENDIX L) among categories of
respondents included: a. overall poor quality of care received; b.
treatment as second-class citizen; c. too long of a wait in the clinic;
d. rude staff; and e. lack of specialties available within the facility.
These various complaints were incorporated into the construct of the
phase II survey. The negative comments‘ provided an excellent basis
on which to develop the questions selected for measuring the perceptions

of access and quality of health care delivered at IACH.
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Conduct of the Phase Il Study

A group of initial respondents had been selected for resurvey in
phase Il of the research. This potential target market consisted of
the retiree households utilizing civilian medical facilities exclusively,
and in the phase I survey had comprised 5.9% of the respondents. Also
included in the target market was the previously identified group which
sought their care through General Medicine, Optometry, Internal Medicine
and Emergency Rooms in the civilian sector. The users of these clinics
comprised the largest portion of the civilian utilization rates and
would be the market that must be recaptured to increase the workload
figures at IACH. |

Of key note at this point in the conduct of the research is that
the conditions which prompted the study had drastically changed. The
status of the HSC Demonstration Project was temporarily terminated
pending funding from higher headquarters. This meant that the MEDDAC
would not be receiving any additional increase in staffing.
Concurrently, due to Gramm-Rudman cuts, staffing shortages of medical
personnel were once again being experienced at the facility. The need
no longer existed to attempt to recapture the retiree population
utilizing civilian health care facilities.

Since the research project needed to be completed to fulfill the

researcher's graduation requirements, the determination was made to
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continue phase II of the survey to assess the retirees perceived concerns
of access and quality of health care delivered at IACH. The data
obtained through the second phase of the research could still benefit
the hospital by measuring the consumers' perceptions of health care.
This data could also be utilized to continue to improve the image of
the facility from the comrunity's perspective.

A phase II questionnaire was developed (APPENDIX M) and distributed
in May 1986, to 418 households. Once again, a four week time frame
was allotted for the collection of responses from the follow-up survey.
A total of 239 completed and usable questionnaires were returned during
this time frame, indicating a 56.9% response rate for the resurveyed

group of retirees.

Results of the Phase II Survey

The taréet market utilizing civilian-only facilities had a response
rate of 37%, while the IACH & civilian use category had a higher response
rate of 61%. The 1lower response rate of 37%, (29 of 78 total
civilian-only use), could possibly be attributed to the fact that the
survey questions were designed to assess the perceptions of care at
IACH. This particular group of retirees, using only civilian facilities
within the last year, certainly may have had perceptions of care received
at IACH at some point in their medical care experiences, but very
possibly they chose not to answer the second survey due to lack of

interest or lack of recent exposure to the facility.
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As in the phase I survey, numerous additional comments were provided
by the respondents. A total of 133 personnel wrote remarks in the
space provided on the questionnaire. Of these, 111 (83.5) were
classified as negative comments, and 22 (16.5%) provided positive
remarks. See APFENDIX N for delineation of negative comments from
the phase II survey. Once again, the overwhelming majority of negative
comments were targeted towards the wunavailability of appointments.
This single item caused more frustration for the retiree population
than any other aspect of care received at IACH.

In reviewing the data received in the phase II survey, (APPENDIX
0) some very interesting results were obtained. The individuals surveyed
were on the whole, very satisfied with all aspects of care actually
received. Almost 87% of the resurveyed retirees indicated that they
would use the hospital's clinics again. In the area of communication,
respondents indicated that receptionists, nursing staff, and other
support personnel treated them courteously and were helpful the majority
of the time. The population surveyed was also satisfied with the
doctor's instructions.

When queried reference their perception of civilian healthcare
versus military health care, only 27.5% felt that civilian health care
was better than the military care received. Over fifty percent felt
that the civilian care they had received was not better than the military
care, and thirteen percent were unsure. These figures were somewhat

inconclusive for any definitive judgements at this point of the research.
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The major areas of dissatisfaction were the number of calls needed
to obtain an appointment and length of time needed to wait for that
appointment. Not surprisingly, the issue of not enough health care
providers, and subsequently not enough appointments available within
the system, aggravated the eligible beneficiaries who have come to
expect full medical services after their years of service to the country.
APPENDIX P provides a summary ranking of the health care areas surveyed
in phase II of the research. There seems to be some room for improvement
in the area of doctor and patient communications, for patients that
did not have their questions adequately answered by the doctor.

A comparison of responses is provided in APPENDIX Q of the entire
group surveyed versus the civilian-only respondents. Although this
group consisted of some very small figures, (n = 29), their satisfaction
with the entire system was still decidedly Tlower than the aggregate
figures. Obviously these individuals had attempted to have their health
care needs provided for them by the military system and had been
dissatisfied for a variety of reasons. Due to the dissatisfaction
and bad experiences with the military system they chose to utilize

the civilian health care sector exclusively.
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CHAPTER III

CONCLUSION AND RECOMMENDATION

Baseline data on the retiree beneficiary population's demographics
and their perceptions of access and health care delivered at Ireland
Army Community Hospital through outpatient services were established.
These various areas of retiree baseline data are presented in the above
discussion and enclosed appendices. The basic premise that the chain
of command had perceived - that the retiree beneficiaries are not being
welcomed at IACH - was not substantiated in the course of this research.

The utilization rates of the sample population in the phase I survey
indicated that 80% of the respondents received their medical care at
the Fort Knox MEDDAC. At the current time, with the status of the
HSC Demonstration Project temporarily terminated and recurring health
prvoider shortages, it would be impractical and extremely difficult
to attempt to recapture any lost market segment.

Although utilization rates and current staffing patterns do not
warrant an increased workload of the retiree population, this does
not mean that a need, as perceived by the surveyed individuals, does
not exist. As exhibited by the additional comments provided in the
phase I survey and the subsequent resurvey in phase II, the majority

of the complaints stemmed from the inability of the military system
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to provide appointments to retirees on a responsive basis. Retirees
were very dissatisfied with the length of time required to obtain an
appointment and the length of time before they could see a health care
provider for their medical problem. This dissatisfaction is due in
large part to the staffing allocated to the Fort Knox MEDDAC. Possibly
no realistic solution, within the scope of the graduate research project,

is available for this particular dilemna.
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APPENDIX A
FT. KNOX MEDDAC PHYSICIAN STRENGTHS




YEAR

1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986 (June)

FT. KNOX MEDDAC PHYSICIAN

STRENGTHS
REQUIRED AUTHORIZED
92 71
91 72
81 48
79 45
75 45
74 39
74 59
64 54
64 53
64 53
65 52
65 52

Al

ASSIGNED




APPENDIX B
FT. KNOX CATCHMENT AREA RETIREE CENSUS




FT. KNOX CATCHMENT AREA RETIREE CENSUS

YEAR

1976
1977
1978
1979
1980
1981
1982
1983
1984
1985

FT. KNOX CATCHMENT AREA INCLUDES THE FOLLOWING STATES:

Central Kentucky, Ohio, West Virginia, Southern Indiana.

TOTAL

17,304
18,324
18,700
19,236
18,557
19,812
20,481
22,991
23,208
24,739

data obtained through Ft. Knox Retiree Services.
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APPENDIX C
TRELAND ARMY COMMUNITY HOSPITAL OQUTPATIENT VISITS




IACH OUTPATIENT VISITS

NUMBER PERCENT

YEAR TOTAL RETIREES  RETIREES
1976 625,458 72,155 11.5
1977 437,241 55,526 12.7
1978 404,147 42,383 10.5
1979 424,067 42,288 9.9
1980 453,094 52,899 11.7
1981 399,960 59,125 14.8
1982 403,484 64,232 15.9
1983 406,930 68,802 16.9
1984 381,957 69,618 18.2
1985 398,767 71,934 18.0

Source: PASBA, Ft. Sam Houston, Texas
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APPENDIX D
HSC INFORMATION PAPER -- DEMONSTRATION PROJECT




HSOP
24 July 1985

INFORMATION PAPER
SUBJECT: HSC Demonstration MTF

1. Issue. This paper provides current information on the status
of the HSC Demonstration MTF.

2. Facts.

a. The HSC Demonstration MTF project proposes the staffing
of two HSC medical treatment facilities (U.S. Army MEDDAC's Fort
Campbell and Fort Knox) at the fully required level and measure
the effects on workload, patient and provider satisfaction, and
quality of care.

b. Manpower costs are summarized at Encl 1. Military manpower
requirements for the project, by grade and skill, are at Encl 2.
Incremental OMA and OPA costs are at Encl 3.

c. The Demonstration MTF project will be conducted over a two
year period. The first year (FY 86) will consist of the collection
of baseline data. The MTFs will be fully staffed in FY 87 and the
baseline data elements will be remeasured. Other variables affecting
MTF performance will be controlled or accounted for.

d. The ultimate goal of the project is to demonstrate for the
Army leadership, the effects of full staffing on MTF performance
and patient satisfaction. By comparing these results with the
marginal costs incurred, decision-makers can make informed decisions
regarding optimal levels of staffing. An additional benefit is
the validation of in-house costs for use in comparing with contracting
alternatives.

e. The Demonstration MTF project will be evaluated in four
major areas:

(1) Workload Recapture: Recaptured workload will be measured
in terms of measured workload within the facility and decreased
CHAMPUS costs (in the catchment area), suppiemental care costs,
and Direct Health Care Provider Program (DHCPP) costs. The MED-302
Report, Individual Patient Data System (IPDS) and the Ambulatory.

D1




HSOP
SUBJECT: HSC Demonstration MTF

Care Data Base will provide data for this evaluation. The Uniform
Chart of Accounts and Uniform Staffing Methodologies System will
provide data on the costs associated with increased workload.

(2) Patient Satisfaction: Changes in patient satisfaction
will be measured by surveys of the catchment area beneficiaries,
(using the 1984 DOD survey as a baseline) the annual HSC patient
satisfaction survey, complaints received by Patient Representative
Offices, Inspector General Action Requests, and waiting times for
appointments and in clinics.

(3) Provider Satisfaction: Changes in provider satisfaction
will be evaluated by personnel surveys (again using the 1984 DOD
survey as a baseline) and by retention rates.

(4) Quality of Care: Quality of care will be evaluated
using the Automated Quality of Care Evaluation Support System

(AQCESS), the number of malpractice claims filed against the facility,
and Inspector General Action Requests.

3 Encl
nc

CPT G. T. Kennedy/AUTOVON 471-2204/6620
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MC

MSC

ANC

AMSC

OTHER (CH)
TOTAL OFFICER

WO
ENLISTED
CIVILIAN
TOTAL

HSC DEMONSTRATION MTF
MANPOWER
CAMPBELL
13
8
25

2
2

48

25
73
146

D3

KNOX

84

154

281

TOTAL
26
17
42

2

A
88

109
227
427
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35610
42E10
91A10 .
91D10
91G10
91J10
91L10
91Q10
92810
92B10/M4

E3 TOTAL

35G10
42C10
42E10
71G10
71M10
75810
76J10
76Y10
91A10
41010
91G10
91H10
91P10
91qQ10
91Q10/Y7
91V10
91W10
92B10/M4

E4 TOTAL

E3

E4

HSC DEMONSTRATION MTF
MILITARY MANPOWER

ENLISTED
CAMPBELL KNOX
0 2
0 2
1 10
0 1
0 2
0 1
0 1
0 0
0 4
0 1
2 25
1 0
1 0
0 2
1 1
0 1
1 0
1 0
1 0
1 8
1 0
1 2
0 1
0 2
0 1
1 0
0 1
0 1
0 1
10 21
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E5

35620
71620
71L20
91A20
91820
91C20
92020
91H20
91Q20
91Q20/Y7
91520
91U20
91W20
92820

E5 TOTAL
E6

35030
71G30
76430
91830
91C30
91D30
91G30
91P30
91830
92830
94F30

E6 TOTAL

E7
91Q40
91v40
95B40/H3

E7 TOTAL

ENLISTED
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66C
66D
66E
666G
66H
66J

02

02 TOTAL

54A
60E
60J
60P
60V
60W
61F
61H
61M
61R
62A
65A
65C
66C
66D
66D/8E
66E
66F
66F/7W
66G
66G/8D
66G/8E
66H
67A
68H
68K
68L
68R
685

03

03 TOTAL

BRANCH

ANC
ANC
ANC
ANC
ANC
ANC

MSC
MSC

OFFICERS

CAMPBELL KNOX
1 1
0 1
1 0
0 1
5 0
5 2
12 5

*
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w
nN
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N
w
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OFFICERS

SSL BRANCH CAMPBELL KNOX TOTAL
04
606 MC 1 0 1
60H MC 0 1 1
618 MC 1 0 1
61F MC 0 3 3
614 MC 0 1 1
61M MC 0 1 1
61R MC 0 1 1
66A ANC 0 1 1
66E ANC 0 1 1
666 ANC 1 1 2
66H ANC 1 0 1
04 TOTAL 4 10 14
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As of 17 Jul 85

FT _CAMPBELL
oA oMA
Equipment
MEDCASE +713.7
CEEP + 72.6
Supplies (+210 MMCU x 14.89 x 365) +1,141.3
Contracts
Registration Fees + 10.4
Custodial Contract + 281.8
Medical Gases + 8.7
Supplemental Care - 218.7
Medical Maintenance
Annual + 25.0
One Time + 13.5
+713.7 +1,334.6
Civilian Pay
(73 x 21.338) +1,557.7
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Equipment:
MEDCASE
CEEP

Supplies

Contracts
DHCPP (800.0-375.0)
Med Maint
Supplemental Care

Travel

Civilian Pay (OMA)

FT_KNGX

D9

oPA

+336.8

+336.8

+336.8

As of 17 Jul 85

+ 417.2
+ 600.0

- 425.0

+ 531.2

+3,355.5
+3,886.7




APPENDIX E
FT. KNOX MEDDAC CATCHMENT AREA CHAMPUS COSTS




FT. KNOX CHAMPUS COSTS

FISCAL TOTAL GOVT TOTAL CLAIMS NO. RETIREE
_YEAR QUTPATIENT COSTS PROCESSED CLAIMS
1982 $664,580 4233 616
1983 $752,734 3945 526
1984 $709,630 3999 594
1985 $946,047 4356 606
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APPENDIX F
PHASE ONE QUESTIONNAIRE



PATIENT

Your name:

b. Areyou: male O female O

c. Your age bracket:
27-36yrs O 57-66yrs O
37-46yrs O 67-76 yrs O
47-56 yrs O over 76 yrs O

d. How long have you been retired from the service?

O-1yrs O 5-7 yrs O
1-3yrs O 7-9yrs O
3-5yrs O more than 9 yrs O

DATA

e. How far away from Fort Knox do you live?
0-5 minutes O 25-35 minutes O
5-15 minutes O 35-45 minutes O
156-25 minutes O more than 45 minutes O

. How many eligible beneficiaries (other than yourself) for
military health care currently reside in your household?

00O 30
10 more than 3 0
20

g. Howlong have you lived in the Fort Knox area as a retiree?
0-6 months O 2-3yrs O
6-12 months (O 3-4yrs O
1-2yrs O more than 4 yrs O

1. Whatoutpatient medical services have you and your bena-
ficiaries used at Ireland Army Community Hospital within
the last year?

{Please check as many as apply.)

other

yoursalf spouse beneficiaries
ALLERGY CLINIC
AUDIOLOGY CLINIC
CARDIOLOGY CLINIC
CLINICAL DIETETICS
COMMUNITY HEALTH NURSING
DERMATOLOGY CLINIC
EAR, NOSE & THROAT CLINIC
EEG & EVOKED POTENTIAL

STUDIES CLINIC
EMERGENCY ROOM
GENERAL MEDICINE CLINIC
HEALTH MAINTENANCE CLINIC
INTERNAL MEDICINE CLINIC
LABORATORY (PATHOLOGY)
NUCLEAR MEDICINE
OBSTETRICS/GYNEGOLOGY

CLINIC
OPHTHALMOLOGY CLINIC
OCCUPATIONAL THERAPY CLINIC
OPTOMETRY CLINIC
ORTHOPEDIC CLINIC
PEDIATRIC CLINIC
PHYSICAL THERAPY CLINIC
PODIATRY CLINIC
PSYCHIATRY CLINIC
RADIOLOGY (X-RAY)
SOCIAL WORK SERVICE
SURGICAL CLINIC
UROLUGY CLINIC
WELL-BABY CLINIC
OTHER (please specify )

O0oooocoO0oooD0oo0on OoOooouooc Oboooooo
Oo0ococaooocooooog ooocaooooc ooooood
oooooogooooopono onooponono Ooopooo

2. Whatoutpatient medical services have you and your bene-
ficiaries used in the c/vilian health care market within the
last year?

{Please check as many as apply.)

other

yourself spouse beneficiaries
ALLERGY CLINIC
AUDIOLOGY CLINIC
CARDIOLOGY CLINIC
CLINICAL DIETETICS
COMMUNITY HEALTH NURSING
DERMATOLOGY CLINIC
EAR, NOSE & THROAT CLINIC
EEG & EVOKED POTENTIAL

STUDIES CLINIC
EMERGENCY ROOM
GENERAL MEDICINE CLINIC
HEALTH MAINTENANCE CLINIC
INTERNAL MEDICINE CLINIC
LABORATORY (PATHOLOGY)
NUCLEAR MEDICINE
OBSTETRICS/GYNEGOLOGY

CLINIC
OPHTHALMOLOGY CLINIC
OCCUPATIONAL THERAPY CLINIC
OPTOMETRY CLINIC
ORTHOPEDIC CLINIC
PEDIATRIC CLINIC
PHYSICAL THERAPY CLINIC
PODIATRY CLINIC
PSYCHIATRY CLINIC
RADIOLOGY (X-RAY}
SOCIAL WQORK SERVICE
SURGICAL CLINIC
UROLOGY CLINIC
WELL-BABY CLINIC
OTHER (please specify )

OOooOooONonNoooooDon oocoOoono ooooooao
aooooonNnocooooocag agooocoo ooooooo
ooOooogooooooon ODnDooooo ooboooo

" 3. Please feel free to provide any comments in the space below.
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APPENDIX G
PHASE I SURVEY: DEMOGRAPHIC PROFILE




DEMOGRAPHIC PROFILE -~ PHASE I SURVEY RESPONDENTS
CHARACTERISTICS OF THE SAMPLE

CHARACTERISTIC % OF RESPONDENTS NUMBER
-- SEX
Male 89.9 1181
Female 9.4 123
No response (NR) 0.7 9
-- AGE BRACKET
27-36 years 0.5 7
37-46 " 11.9 156
47-56 " 37.0 486
57-66 " 36.2 476
67-76 " 11.7 154
Over 76 1.8 24
NR 0.8 10
-~ LENGTH RETIRED FROM SERVICE
0-1 years 3.0 40
1-3 " 6.1 80
3-5 " 5.9 78
5-7 " 5.4 71
7-9 " 6.3 83
Over 9 years 70.5 926
NR 2.7 35
-~ DISTANCE FROM FT. KNOX
0-5 Minutes 4.9 64
5-15 " 39.9 524
15-25 " 26.0 342
25-35 " 17.4 229
35-45 " 8.0 105
> 45 " 3.0 40
NR 0.7 9
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CHARACTERISTIC % OF RESPONDENTS NUMBER

-- ELIGIBLE BENEFICIARIES

0 13.3 174
1 56.7 744
2 15.2 200
3 7.5 98
> 3 5.6 74
NR 1.7 23
-- LENGTH OF TIME IN AREA
0-6 Months 1.4 18
6-12 Months 1.6 21
1-2 Years 3.1 41
2-3 Years 3.7 48
3-4 Years 3.1 41
> 4 Years 85.5 1123
NR 1.6 21

*** Of interesting note on the demographics information ****
only 20 respondents of 1313 refused or neglected to provide
their names.

STANDARD DEVIATION,

CHARACTERISTIC MEAN, X S

Age 56.76 years 9.32 years
Time Retired 8.48 years 2.81 years
Distance 19.41 minutes 11.5 minutes
Beneficiaries 1.34 persons 1.0 person
Time in Area 4.18 Years 0.7 Years
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APPENDIX H
PHASE I SURVEY: ZIP CODES UTILIZED




PHASE I SURVEY: ZIP CODES UTILIZED

ZIP CODE LOCATION (all cities in Kentucky)
40120 Ft. Knox

40109 Brooks

40160 Radcliff

40162 Radcliff

40175 Vine Grove

40272 Valley Station
40165 Shepherdsville
40146 Irvington

40155 Muldraugh

40143 Hardinsburg
40150 Lebanon Junction
40108 Brandenburg
40178 Westview

40152 McDaniels

40177 West Point

42701 Elizabethtown
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APPENDIX I
PHASE I SURVEY: TOTAL CLINIC UTILIZATION FIGURES




CLINIC UTILIZATION FIGURES

NO. USED % OF NO. USED % OF
CIVILIAN AT IACH [ACH USE AT CIV CIV USE
1. Allergy 150 1.5 57 2.4
2. Audiology 173 1.7 23 1.0
3. Cardiology 254 2.5 86 3.6
4, Clinical Diet 117 1.2 16 0.7
5. Dermatology 314 3.1 77 3.2
6. ENT 308 3.1 102 4.3
7. EEG 108 1.1 36 1.5
8. Emergency Room 805 8.0 170 7.2
9. General Medicine 1244 12.4 372 15.7
10. Health Maintenance 289 2.9 51 2.1
11. Internal Medicine 733 7.3 181 7.7
12. Lab 1049 10.4 222 9.4
13. Nuclear Medicine 177 1.8 19 0.8
14, 0B/GYN 349 3.5 104 4.4
15. Ophthalmology 385 3.8 66 2.8
16. Occupational Therapy 71 Q.7 4 0.2
17. Optometry 914 9.1 219 9.3
18. Orthopedics 355 3.5 69 2.9
19. Pediatric 115 1.1 21 0.9
20. Physical Therapy 236 2.4 18 0.8
21. Podiatry 164 1.6 19 0.8
22. Psychiatry 60 0.6 18 0.8
23. Radiology 1048 10.4 233 9.9
24. Social Work Service 29 0.3 11 0.5
25. Surgical 317 3.2 104 4.4
26. Urology 224 2.2 47 2.0
27. Community Health 26 0.3 13 0.5
28. Well Baby 19 0.2 _7 0.3
TOTALS 10033 100% 2365 1u0%

*[ TOTAL CLINICS USED = 12,398]*

IACH % of total = 80.9%
Civilian % of total = 19.1%
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APPENDIX J

PHASE I SURVEY:
COMPARTSON OF MEANS FOR IACH AND CIVILIAN USE




COMPARISON OF MEANS FOR IACH AND CIVILIAN USE:
SIGNIFICANCE AT 99% CONFIDENCE INTERVAL FOR
NUMBER OF CLINICS USED PER HOUSEHOLD

CATEGORY @ s N f
[IACH USE:]
IACH USE ONLY 7.90 6.20 714  -0.96
IACH & Civ (resurvey) 8.35 6.19 340 0.70
IACH & Civ (not-resur) 8.58 5.83 181  1.00
-~ AGGREGATE IACH USE 8.12 6.16 1235 -
[CIVILIAN USE:]
Civilian USE ONLY 6.18 4.3 78  5.4I*
Civ & IACH (Resurvey) 4.43  3.62 340  2.53
Civ & IACH (not resur) 2.09 1.97 181  -6.89*
-~ AGGREGATE CIVILIAN USE 3.95 3.59 599  18.65*

a - Unit of measure is number of clinics used per household
b - Z at 99% confidence interval; alpha equal to 0.01
* - Indicates highly significant at levels measured

At 99% confidence interval:
Ho: X = aggregate mean clinics and no difference in mean of clinic use.
H1: X # aggregate mean clinics and significant difference in mean of clinis
use

At 0.01 significant level (alpha range: -2.58, 2.58)
1) Reject Ho if Z score of sample mean outside range.
2) Accept Ho if Z score of sample mean inside range.

WHERE: X = £F(X) ;s =\(Z;X2 s, 2= X1t %
N N W 5" ~
X1 - X2

[SOURCE: Cangelosi, et al; Basic Statistics: A Real World Approach,
New York: West Publishign Company, 1979, p. 172]
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APPENDIX K
PHASE I SURVEY: RECAP OF NEGATIVE COMMENTS




RECAP QF NEGATIVE COMMENTS: PHASE I SURVEY

COMPLAINT: % OF TOTAL
1. Availability of Appointments 49.8
2. Overall poor quality/misdiagnosis 8.9
3. Perceived 2nd class citizen status 7.4
4. Too long wait in clinic 5.3
5. Unavailable specialties 4.6
6. Rude staff 4.3
7. Prescription not in Pharmacy 3.8
8. Not enough doctors 3.4
9. Must go through General Medicine Clinic 2.6
10. Rude doctors 1.9
11. Medical records mixed up/lost 1.9
12. Rude nurses 1.4
13. Lack of handicap facilities 0.9
14. Too far to travel 0.9
15. Poor doctor/patient communication 0.7
16. Continuity of care 0.5
17. Pharmacy too crowded 0.5
18. Use of unauthorized beneficiaries 0.5
19. Lack of hospital rule enforcement 0.3
20. Clinic hours not convenient 0.3
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APPENDIX L
PHASE I SURVEY: SUMMARY OF SIGNIFICANT COMPLAINTS




SUMMARY OF SIGNIFICANT COMPLAINTS:

PHASE I SURVEY

TOTAL: ALL CATEGORIES
Complaint PERCENT
Avail of Appts 49.8
Quality of Care 8.9
2nd Class Citizen 7.4
Too Tong wait in clinic 5.3
Unavailable specialties 4.6

ONLY IACH USE:

ONLY CIVILIAN USE:

Complaint PERCENT COMPLAINT PERCENT
Avail of appts 64.7 Avail of appts 27.3
Unavailable specialties 7.8 Overall quality 27.3
Too long wait in clinic 4.2 2nd class citizen 15.1
Must use GMC 4.2 Too long wait in clinic 9.1
2nd class citizen 3.6 Frescription

Rude Nurses 3.6 unavailable 6.1
IACH & CIV (Resurveyed): IACH & CIV (NOT Resurveyed)
Complaint Percent Compiaint PERCENT
Avail of Appts 40.0 Avail of appts 47.1
Overall Quality 12.1 2nd class citizen 15.7
Rude staff 9.1 Overall quality 9.8
2nd class citizen 7.3 Rude staff 5.9
Too long wait in clinic 6.1 Too long wait in 3.9
Not enough doctors 6.1 Clinic
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APPENDIX M
PHASE TWO QUESTIONNAIRE
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PHASE II SURVEY:

APPENDIX N
RECAP OF NEGATIVE COMMENTS




RECAP QF NEGATIVE COMMENTS: PHASE II SURVEY

COMPLAINT: % OF TOTAL
1. AVAILABILITY OF APPOINTMENTS 43.2
2. Not enough doctors 12.9
3. Rude Staff 7.6
4. 2nd class citizen status 6.1
5. Prescription not in Pharmacy 4.5
6. Overall poor quality/misdiagnosis 3.8
7. Records mixed up/lost 3.8
8. Unavailable specialties 3.0
9. Poor patient/doctor communication 3.0
10. Pharmacy too crowded 2.3
11. Rude doctors 1.5
12. Rude nurses 1.5
13. Continuity of care i.5
14. Lack of hospital rule enforcement 1.5
15. Clinic hours not convenient 1.5
16. Lack of handicap facilities 0.8
17. Use by unauthorized beneficiaries 0.8
18. Too long wait in clinic 0.8

N1




APPENDIX O
PHASE II SURVEY: RESULTS OF QUESTIONNAIRE
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APPENDIX P
PHASE II SURVEY: SUMMARY RANKING OF AREAS SURVEYED




PHASE II SURVEY:
SUMMARY RANKING OF AREAS SURVEYED

RANK ARZA: % RESPONDING FAVORABLY
1. Clean Hospitai 93.4
2. Use our clinics again 86.7
3. Pleasart receptionist 84.9
4. Doctor explain instructions 84.5
5. Convenient operation hours 83.7
6. Treated courteously when calling 83.6
7. Nursing staff helpful 80.1
8. Emergency use of hospital 79.8
9. Understand medical problem 76.2
10. Doctor answers all your guestions 75.8
11. See same physician 61.3
12. Full services available 53.5
13. Use CHAMPUS 35.6
14. Use Patient Representative 17.4
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APPENDIX Q

PHASE II SURVEY: COMPARISON OF AGGREGATE
RESPONSES AND CIVILIAN-ONLY USE RESPONSES




COMPARISON OF AGGREGATE RESPONSES AND CIVILIAN-ONLY USE RESPONSES

AREA

AGGREGATE
% RESPONDING
FAVORABLY

Clean hospital
Use Clinics Again
Pleasant Receptionist

Doctor Explain
Instructions

Convenient Orerating Hrs

Treated Courteously When
Calling

Nursing Staff Helpful
Emergency Use of Hospital
Understand Med?cal Problem
Doctor Answers Questions
See same physician

Full services available

Use CHAMPUS

Use Patient Representative

93.
86.
84.
84.

83.
83.

80.
79.
76.
75.
61.
53.

35.
17.

4
7
9
5

Q1

CIVILIAN ONLY  DECREASE

% RESPONDING IN
FAVORABLY PERCENTAGE

85.7 (7.7)

57.1 (29.6)

62.0 (22.9)

47.6 (36.9)

57.1 (26.6)

50.0 (33.6)

66.7 (13.4)

68.2 (11.6)

38.1 (38.1)

42.9 (32.9)

14.3 (47.0)

38.1 (15.4)

28.6 ( 7.0)

4.8 (12.6)
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